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Abstract
Risk factors for the homecare worker present differently from other healthcare workers as
they engage in fieldwork and their workspace changes throughout the day. Due to the nature of
the changing environments and that this work is usually performed solo, the approach and
management of safety must include measures and interventions pertinent to this work. This
project employs a literature review, survey of homecare workers and law enforcement, and an
expert panel to inform an evidence-based toolkit for workplace violence prevention in homecare.
The HoMES Toolkit provides information and recommendations for organizations and staff
providing homecare services to the public.

Keywords: homecare, home health, visiting nurse, workplace violence, violence
prevention, toolkit, healthcare, safety, occupational health
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Chapter 1
Introduction
Workplace violence is a significant issue in healthcare that has layers of complex
systemic, cultural, financial, health, and safety implications. While workplace violence is a
burdensome issue for all healthcare professionals, those working in homecare are operating in
unstable and highly unpredictable environments (CDC, 2012) and safety interventions used in
facility settings, such as hospitals, may not be easily utilized in the field setting (McPhaul,
Lipscomb, & Johnson, 2010; Canton et al., 2009; Geiger-Brown, Muntaner, McPhaul, Lipscomb,
& Trinkoff, 2007). Risks of working in homecare include animal attacks, assault while isolated
from co-workers, muggings, working in homes or buildings occupied by gang members or
susceptible to drug raids, and domestic violence disputes—to name only a few. Homecare staff
would benefit from prevention strategies and resources that are more specific to the hazards and
surroundings of their job duties and work environment.
The Occupational Safety and Health Administration (OSHA) defines workplace violence
as “any act or threat of physical violence, harassment, intimidation, or other threatening
disruptive behavior that occurs at the worksite” (OSHA, 2017, para. 2). Workplace violence
includes multiple types of threats, real or perceived. Violence can be written, verbal, or physical
threats and pertain to the injury of a person or damage to property (United States Department of
Labor, 2018).
The CDC (2013) utilizes the following classification for workplace violence, which is
broken into four different types. Type 1 refers to criminal intent, in which the perpetrator has no
relation to the employer or employees. While this isn’t the most common form of workplace
violence in traditional healthcare settings, this can be a significant risk in homecare since
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workers are frequently in unmonitored and unprotected environments. Examples could be a
mugging, carjacking, or an active shooter. Type 2 violence is customer/client, where the
transgressor has a direct relationship with the business. This is the most common form of
workplace violence in the healthcare sector. An example would be a patient, their family
member, or friends attacking a homecare worker. Type 3 is worker-on-worker violence that has
also been coined as lateral violence, horizontal violence, bullying, or incivility. This pertains to
incidents between co-workers, whether superior administration to subordinates (also vice versa)
or between peers. Healthcare workers frequently experience this type of workplace violence,
across healthcare environments. Type 4 is personal relationship, which can refer to intimate
partner violence crossing over to an employer establishment.
Traditionally, healthcare workers in the emergency room and psychiatric care units have
been considered the highest areas of risk. Therefore, the concentration of research and
interventions has been focused amongst these areas. While risk reduction is certainly warranted
in all areas where healthcare is provided, one sector that deserves closer attention is homecare.
Working alone and isolated out in the community comes with unique risks for nurses in this
environment. Interventions that can be implemented in a facility such as a hospital, clinic, or
ambulatory center cannot always be transferred into the field setting where the homecare
workers provide care (McPhaul, Lipscomb, & Johnson, 2010; Canton et al., 2009; GeigerBrown, Muntaner, McPhaul, Lipscomb, & Trinkoff, 2007).
Violence can erupt at any time during one’s workday and can occur in any workplace
setting. The resulting outcomes of workplace violence incidents can be staggering. Healthcare
and social service workers accounted for 70-74% of annual assaults in the workplace from 20112013 (OSHA, 2016c). While OSHA can cite employers and agencies for not providing a safe
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work environment as according to the Occupational Health and Safety Act (United States
Government Accountability Office, 2016), they do not have any specific mandates for prevention
measures. OSHA provides recommendations on safety in the workplace and requires certain
entities to have basic workplace violence prevention programs in place but does not require
employers to implement any clearly defined interventions (OSHA, 2016a). Some
recommendations are vague and subject to interpretation by individual organizations. Many
states, including New York and California, have penalties for those who commit violent offenses
against nurses or providers and have some form of legislation requiring all employers (not just
those in healthcare) to have employer run workplace violence prevention programs (American
Nurses Association, 2017).
Significance of Addressing the Problem
There are approximately 12,000 homecare agencies in the United States, supplying 2
million home care workers that provide care to 12 million Americans annually (CDC, 2016;
National Association of Home Care & Hospice, 2018). Of all homecare workers, there are about
180,000 Registered Nurses (Bureau of Labor and Statistics, 2017a). Homecare professionals
also include LPN/LVNs, aides or attendants, social workers, nurse practitioners, physician
assistants, occupational or physical therapists, speech pathologists, and others that make home
visits regularly. The homecare workforce is estimated to have increased 55% between 2006 and
2016, making it one of the most rapidly growing sectors in the healthcare industry (Patrella
Lynch, 2017). The Bureau of Labor and Statistics estimates that the homecare sector is expected
to grow another 54% from 2016-2026 (Bureau of Labor and Statistics, 2017). Some reasons for
the increased demand in homecare services include viable alternative to long-term care facilities,
increased aging population, increased hospital costs, increased funding sources for homecare
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services (e.g. Medicare, Medicaid, Affordable Care Act), increased patient demand, increasing
demand in services such as mother-baby programs and early intervention services (Gershon et
al., 2008; Mason & Gammonley, 2012; Sullivan, 2016).
Workplace violence affects all workers, but healthcare personnel have a significantly
increased risk of experiencing an incident. According to the Bureau of Labor and Statistics
(2010), employees in healthcare and social services are five times more likely to experience
violence than workers in other industries. Of all healthcare providers, it is nurses that are at the
highest risk for incidents (National Advisory Council on Nurse Education and Practice, 2007;
National Center for the Analysis of Violent Crime, 2003). Twenty-seven percent of healthcare
and social service workplace fatalities in 2013 had been attributed to violence (OSHA, 2016c).
In 2016, the United States Government Accountability Office reported that the nonfatal
workplace violence incidents in healthcare facilities had an estimated range between 22,250 to
80,710 cases in 2011 alone. Yet these statistics only scratch the surface of the problem and data
pertaining only to homecare incidents of workplace violence are difficult to identify.
Workplace violence in healthcare is grossly underreported. The reasons are varied and
include fear of retaliation, stigma, and normalization of violent occurrences within the health
professions (OSHA, 2015). Nurses often see workplace violence as part of their job.
Underreporting of occurrences leads to underrepresentation of the true scope and problem of
workplace violence and also limits prevention efforts (Arnetz et al., 2015). Even with the
underrepresentation of the true impact of workplace violence among healthcare professionals,
sixty-one percent of homecare workers report incidents of workplace violence annually (Hanson
et al., 2014; Philips, 2016; Joint Commission, 2018). In an attempt to improve accuracy in
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workplace violence data, OSHA launched a website for tracking workplace violence reports
(Joint Commission, 2018).
Workplace violence has many short and long term effects. Some of the consequences of
workplace violence in healthcare may include decreased quality of care to patients, reduction in
services to communities, and increased healthcare costs for all stakeholders (International Labour
Office, International Council of Nurses, World Health Organization, & Public Services
International, 2002). Injuries sustained while on the job create complex and costly physical,
emotional, and financial burdens to individuals, families, healthcare facilities and other
employers, and communities.
Homecare workers have extenuating and intimate circumstances not faced by many other
occupations. They render health services in spaces such as private homes, apartments, shared
living spaces, rural farm homes, trailer homes, homeless shelters, correctional facilities, and
project tenements. They may transfer between these sites several times in a single day. They
travel in urban, suburban, and rural environments unaccompanied and without some of the
safeguards that employees in facility settings would have (security guards, panic buttons, other
co-workers). Prior to entering a residence where care is to take place, homecare workers can trek
through housing projects, abandoned buildings, high-risk neighborhoods, gang territories, and
remote or isolated areas. During a visit, staff run the risk of being attacked by a patient or family
member, just as staff in facility settings do, but there isn’t anyone to call out to. No one to assist
or stop what is escalating. They also run the risk of being attacked by family pets such as dogs,
cats, or reptiles that may be on the property. Homecare workers have no control over weapons
that may be in the home, drugs, or incidents of domestic violence that can occur. Not knowing
the patient or family member’s history of violence is also a risk. Entering a home for the first
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time, a worker does not know what may be on the other side of the door. Though these risks can
have serious consequences, staff may be either unaware of dangers surrounding them or
reluctantly accept the risks as a part of the job (Anderson, 2008).
A search on the internet, using Google, was conducted to identify specific cases of
workplace violence against homecare workers. Though multiple stories of violence and fatalities
against healthcare workers in the homecare setting were found, this was not an exhaustive
search. Many cases do not make the news and even more incidents are never reported. A total
of nine incidents were identified, including three involving sexual assault and five deaths.
In 1988, a female homecare worker died after being physically and sexually assaulted by
a male patient while visiting him at his home (Weisman & Lamberti, 2002). In 1998, another
homecare worker was bludgeoned to death by a patient during a routine home visit (Weisman &
Lamberti, 2002). In 2006 Ashleigh Ewing, a 22-year-old homecare worker, was stabbed to death
by her patient Ronald Dixon (McNicoll, 2013). In 2011, 41-year old homecare worker Valerie
Wolski was strangled to death by her patient in his home (Kornik & Ramsay, 2016). In 2012, a
53-year old homecare nurse was abducted and gang raped while on her way to a patient’s home
(Egan, 2012) and 25-year old Stephanie Ross was murdered by her patient (CBS News, 2012).
In December of 2014, homecare worker Lynne Denning was viciously mauled by dogs while on
the job (Mason & Bogstie, 2015). In 2016, a homecare worker was sexually assaulted in the
home of a patient who had already been reported to the agency for previously sexually assaulting
another homecare worker (OSHA 2016b). In 2018, Indiana police arrested a man after he
threatened to kill his homecare worker. Hundreds of guns, ammunition and explosives were
seized on the man’s premises (Rate, 2018). Also in 2018, 62-year old Maria Rios was stabbed
multiple times by a patient’s family member while caring for the elderly woman in her Bronx

WORKPLACE VIOLENCE PREVENTION IN HOMECARE

9

apartment (CBS New York, 2018). These examples of more publicized events represent a few of
the homecare workers who were more severely physically assaulted.
There are limited workplace violence prevention resources available to the homecare
nurse. There are several publications through federal agencies like the CDC and OSHA, focused
on workplace violence in healthcare that includes home health. There are webinars, journal
articles, for profit training modules, and information through organizations such as the American
Nurses Association and the Joint Commission. Workplace violence research and resources are
underrepresented in the division of home healthcare. Gaps in literature and resources make it
difficult to construct comprehensive, evidence-based interventions. Assault risks can be
minimized with appropriate risk reduction strategies (OSHA, 2018). Once risk reduction
strategies are identified, dissemination is crucial for harm reduction.
This is where a toolkit can be useful. The Agency for Healthcare Research and Quality
(AHRQ) is a federal agency that guides healthcare systems in best practices and quality
improvement. AHRQ’s definition of a toolkit is “a collection of related information, resources,
or tools that together can guide users to develop a plan or organize efforts to follow evidencebased recommendations or meet evidence-based specific practice standards” (AHRQ, 2013,
“What is a Toolkit,” para. 2). These resources and tools can include guidelines, risk assessments,
trainings, websites, educational materials, or other strategies used to prevent workplace violence.
As a toolkit, these items can be packaged within one convenient site where homecare
professionals and organizations can retrieve the information as it suits their needs. Needs will be
dependent on the nature of the nurses’ visits and environments nurses work in.
There are multiple toolkits addressing workplace violence including the PACERS toolkit
for civility and stopping bullying behaviors, Emergency Nurses Association and the American

WORKPLACE VIOLENCE PREVENTION IN HOMECARE

10

Organization of Nurse Executives collaborative Toolkit for Mitigating Violence in the
Workplace, or the Oregon Association of Hospitals Research and Education Foundation toolkit
for preventing violence in hospitals. Traditionally, there has been little literature on violence in
the homecare sector and even fewer interventions and resources. Most research and initiatives
focus on areas with the highest reported incidents. The next chapter discusses some of the
literature findings related to workplace violence in homecare.
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Chapter 2
Background/Review of the Literature
A literature search was conducted to identify research evidence of (1) workplace violence
risk to nurses in homecare, (2) the consequences of workplace violence, and (3) gaps in the
literature. An electronic database search was conducted, in October 2017, utilizing OVID
Medline and Embase, Scopus, and Cochrane Library to identify articles published in journals
from 2007-2017. Combinations of the search terms “workplace violence”, “violence”,
“homecare”, “home health”, and “community health nurse” were used. Inclusion criteria
consisted of journal articles that focused on the homecare sector and that were in English.
Exclusion criteria included articles with settings outside of the United States and Canada. A total
of 57 abstracts were reviewed and 15 articles were chosen for this review. An additional four
articles were recommended by colleagues and were also included in the review.
Risks
Homecare is a rapidly expanding sector requiring a workforce to parallel its needs
(Campbell, McCoy, Burg, & Hoffman, 2014; Canton et al., 2009; Galinsky et al., 2010).
Multiple factors in healthcare and patient populations are leading to more patients receiving
healthcare services in the home. Factors driving the increase in demand include rising hospital
costs, patient safety and quality measures, changes in patient demographics (such as increases in
the number of aging patients), chronic disease, maternal child health, and evidence-based early
childhood development programs (Campbell et al., 2014; Fazzone et al., 2000; Falkenstrom,
2017; Hanson, Perrin, Moss, Laharnar, & Glass, 2015; Minkovitz, O'Neill, & Duggan, 2016).
Homecare is the fastest growing sector in the healthcare industry (Galinsky et al., 2010). A rapid
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increase in workforce means an increase in the number of nurses at risk. It was unclear, from
this literature review, if lack of experience among these workers increased that risk.
Nurses working in homecare are without the security and monitoring found in a formal
institutional setting, such as a hospital or nursing home (Campbell, 2017; McPhaul, Lipscomb, &
Johnson, 2010). Most of their time is spent in the community, alone. Practicing in the
community nurses are subjected to surroundings that are highly variable such as tenement
housing, homeless shelters, private homes, crime-ridden neighborhoods, secluded rural settings,
and even their own cars. This raises heavy concern for safety as immersion in these settings
exposes workers to risks including, but not limited to, caring for patients or family members who
suffer from mental illness, contact with gang members in the community, providing care in
homes with domestic violence, close proximity to drug sales or use, increased access to weapons,
working in isolation, and various animal control risks (Campbell et al., 2014; Fazzone et al.,
2000; Galinsky et al., 2010; Gross et al., 2013; McPhaul et al., 2010; Phillips, 2016; Vladutiu et
al., 2015). Certain patient populations can also increase risk of workplace violence such as
patients with mental illness, dementia, chronic illness, or a history of violence (Canton et al.,
2009; Fazzone et al., 2000; Galinsky et al, 2010; McPhaul et al., 2010; Vladutiu et al., 2015).
There are risk assessment tools some agencies create to survey patients or the working
environment for safety concerns. But caution must be taken when using specific patient
profiling characteristics to predict workplace violence because these measures can be elusive, are
not always a good indicator of one’s risk, and can cause discrimination against some populations
(Phillips, 2016). The Public Services Health and Safety Association (2017) created a publicly
available risk assessment for community health workers. This is a tool for nurses to utilize in
assessing and planning home visits. The tool has a checklist for nurses to delineate and address
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safety concerns in the community. The tool is thorough and useful but lengthy for a nurse to
complete for each visit. It was also difficult to find, requiring a very focused internet search
limiting its accessibility. Agencies may or may not implement the use of risk assessment tools at
their own discretion.
Staff safeguards found in traditional healthcare facility settings include security officers,
controlled building entry, security cameras, panic buttons, and other safety interventions that are
easily accessible to nurses in an emergency and that can initiate a prompt response from others
(McPhaul et al., 2010). These measures are not transferable to the field for homecare providers
when they are conducting visits (Canton et al., 2009). Homecare nurses usually carry cell
phones but, depending on the situation, that nurse may not have the ability to use it. Runyan,
Zakocs, and Zwerling (2000) found that many workplace violence interventions are not
adequately evaluated for effectiveness. Without knowing the efficacy of current interventions,
guidelines and protocols, employers may be using ineffective or outdated strategies that increase
risk (Runyan et al., 2000).
Consequences
Workplace violence is more than just physically burdensome. The experience or even the
fear of an occurrence can lead to multiple negative psychological, physical, and emotional
effects, including burnout, absenteeism, job dissatisfaction, and the desire to leave the profession
altogether (Campbell et al., 2014; Canton et al., 2009; Edward, Ousey, Warelow, & Hui, 2014;
Galinsky et al., 2010; Gross et al., 2013; Hanson et al., 2015; Iennaco, Dixon, Whittemore, &
Bowers, 2013; Lanctot & Guay, 2014; McPhaul et al., 2010; Phillips, 2016). The nurse is not the
only stakeholder who is in jeopardy. Homecare agencies also experience serious consequences
with incidents of workplace violence. They absorb costs associated with injuries, turnover,
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recruitment and retention, low employee morale and loyalty, and decreased quality and safety inpatient care (Campbell et al., 2014; Canton et al., 2009; Galinsky et al., 2010; Iennaco et al.,
2013; Lanctot & Guay, 2014; McPhaul et al., 2010). These outcomes can eventually influence
patient enrollment and attrition rates. Patients as stakeholders experience the likelihood of either
shortened subsequent home visits, leaving out elements of care such as patient education, or staff
refusing to go back to that home, site, or community (Canton et al., 2009; Fazzone et al., 2000;
Galinsky et al., 2010; Hanson et al., 2015; McPhaul et al., 2010).
Gaps
While there has been extensive research aimed at identifying and counteracting risks for
workplace violence in institutional settings, including psychiatric units and emergency rooms,
there is a paucity of evidence exploring nurse safety in the homecare sector (Campbell et al.,
2014; Canton et al., 2009; Fazonne et al., 2000; Galinsky et al., 2010; Hutchings, Lundrigan,
Mathews, Lynch, & Goosney, J. 2011; Nakaishi et al., 2013; Vladutiu, Casteel, Nocera,
Harrison, & Peek-Asa, 2015). Efforts to track prevalence rates of workplace violence specific to
homecare are still in early phases and data are lacking (Campbell, 2017). Phillips (2016) found
that inconsistencies and inaccuracies in data and reporting throughout the healthcare system
make findings hard to elucidate and compromise the reliability of literature. Philips also
suggests that in the absence of strong evidence, expert opinion should be highly valued and could
lead to more adequate research. Because of complex issues with data and correctly capturing the
full scope of workplace violence prevalence in homecare (Campbell, 2017; Phillips, 2016),
caution should be taken not to misinterpret low reported incident rates as implying low risk
(Mathiews & Salmond, 2013
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Organizational and System Analysis/Environmental Scan
To create a toolkit for nurses in the home health setting, it is essential to assess and
understand the homecare industry itself, including its history. Homecare has been, and always
will be, a vital nursing intervention (Byrd, 1995). There are over 12,000 homecare agencies in
the United States (CDC, 2018) and almost 180,000 homecare nurses, which is over 12% of the
entire nursing workforce (Bureau of Labor and Statistics, 2018).
For centuries, individuals other than family and friends have been visiting the homes of
the sick and caring for them. As early as the 13th century, organizations took up the task of
visiting the poor, sick, and injured under charitable auspices (Byrd, 1995; Warner, 2013).
Nursing care in the home took different forms over the centuries, from delivering babies to
managing epidemic disease. The care models moved from charitable organizations to the
community health nursing of Florence Nightingale and Dorothea Dix (Buhler-Wilkerson, 2012;
Warner, 2013). From there, the more formalized district nursing developed in the late 19th and
early 20th centuries and visiting nurses were assigned to districts in which they would provide
care to the sick in their homes (Byrd, 1995; Warner, 2013). District nursing experienced great
expansion under Lillian D. Wald who was able to, among many accomplishments, get home
visiting services covered under Metropolitan Life Insurance for their policy holders (BuhlerWilkerson, 1991; Buhler-Wilkerson, 2012; Byrd, 1995; Warner, 2013). Later, in 1965, federal
legislation began covering home care services through Medicare (Buhler-Wilkerson, 1991;
Buhler-Wilkerson, 2012). As the elderly population grew and chronic conditions were too costly
to manage inpatient, there was a greater need for home care services. Over the years, health
policies shaped services for home care further and the sector grew exponentially (BuhlerWilkerson, 1991; Buhler-Wilkerson, 2012; Warner, 2013).
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National organizations, legislative efforts, and accrediting bodies have contributed to the
evolving knowledge, standards and guidelines related to workplace violence, which are
informative to consider in designing tools for use in the homecare setting.
Organizations
The CDC is a federal agency under the umbrella of the Department of Health and Human
Services, whose purpose is to protect the health and wellbeing of Americans. Their approach to
health is prevention. Their recommendations are evidence-based, grounded in science and
research. The CDC views violence as a significant concern in public health and uses the Public
Health Approach model to address it. Within the CDC, the National Institute for Occupational
Safety and Health (NIOSH) is the division that researches safety standards and recommendations
for workers. NIOSH specifically addresses workplace violence prevention for nurses in several
resources and home visiting nurses through a “Fast Facts” publication with prevention
recommendations (CDC, 2012).
OSHA is also a federal agency that is a part of the United States Department of Labor. It
was created from the Occupational Health and Safety Act of 1970 to create safer workplaces for
employees. OSHA guidelines and regulations pertain to private and certain public employers
that are not regulated by other departments within the Department of Labor (OSHA, 2016).
Though there is no federally mandated requirement for workplace violence prevention programs,
OSHA can cite agencies for not providing a safe workplace environment according to the
Occupational Health and Safety Act (GAO, 2016). While OSHA has resources and publications
on workplace violence prevention in healthcare, none are dedicated to homecare.
The American Nurses Association is a professional nursing organization that has
constituent, state, and organizational affiliates including American Academy of Nursing,
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American Nurses Credentialing Center, and the American Nurses Foundation. They are a
501(c)(3) organization funded through private resources including donations, membership fees,
and endowments. The entity promotes care standards in nursing, champions safe and ethical
work environments, practices healthcare advocacy, funds nursing research, and supports nursing
education and career development. The American Nurses Association offers educational
materials and resources for addressing and preventing workplace violence, but none are specific
to homecare. They have an anti-bullying toolkit for promoting civility in the workplace, but no
other toolkits were noted on their website in regard to violence prevention (American Nurses
Association, 2018).
Legislation
A legislative bill, the Health Care Workplace Violence Prevention Act (H.R. 5223), was
introduced in 2018 proposing to make OSHA recommended guidelines federally mandated for
healthcare employers. The bill died in 2019 and was never enacted, however, a new bill has
been introduced. H.R. 1309, The Workplace Violence Prevention for Health Care and Social
Service Workers Act, is the latest attempt to pass a bill of this nature. It has been passed in the
House and now requires Senate approval (www.congress.gov).
States have enacted policies and legislation pertaining to workplace violence in the health
care sector and against nurses. States including New York, Florida, Georgia, and California have
legislation with penalties for violence inflicted upon nurses. Several states including Hawaii,
Kentucky, Mississippi, and Oklahoma have laws regarding specific healthcare settings. These
pertain to care settings like the emergency room or areas delivering psychiatric care.
Accreditation
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‘Accredited’ healthcare organization is a status earned for meeting a set of standards set
forth by an accrediting agency. The title “accredited” helps validate an agency to consumers by
affirming their commitment to quality and safety. The Accreditation Commission for Health
Care Inc. (ACHC), Community Health Accreditation Program (CHAP), and Joint Commission
on Accreditation of Healthcare Organizations (Joint Commission) are the three agencies that
accredit homecare organizations.
The accreditation process consists of a set of steps an agency follows to meet agency
standards. This usually includes an application with an associated fee, the purchase of
accrediting agency standards the organization must meet, preparation for site visit readiness, and
a site visit/survey. Once an organization passes its site visit, it can receive accreditation
certification. Accreditation will require periodic renewal every few years, which includes a fee
and passing a site inspection.
Both the ACHC and CHAP utilize Registered Nurses as surveyors in the accreditation
process. The standards for accreditation include extensive patient rights and quality/safety
indicators yet lack sufficient standards in employee safety. The safety of staff is brief, general,
and slightly vague under the ACHC compliance standards. CHAP standards for staff are
difficult to identify while patient safety and quality are clear and specific.
Joint Commission standards are not specific to workplace violence prevention but do
have related content addressing aspects of employee safety and protection (Joint Commission,
2019). The Joint Commission has workplace violence prevention information, resources, and
links to resources on its website.
There are also large organizations that support and advocate for homecare agencies at a
national level. One organization is the Visiting Nurse Associations of America (VNAA) that “is
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a national industry association that supports, promotes and advocates for community-based, notfor-profit home-based care providers…” (VNAA, 2019b). ElevatingHOME is the parent
company of VNAA and they “are a nonprofit industry organization created to unify and
represent the 12,000 home health agencies and 6,000 hospice organizations in the United States.”
(VNAA, 2019a).
Any of the aforementioned agencies/organizations could benefit from offering a toolkit
for workplace violence prevention to homecare staff and organizations. Other entities for
consideration can include the Veteran’s Health Administration or state Visiting Nurse Service
associations. A resource, such as a toolkit, can be implemented into their websites and
prevention recommendations.
Theoretical Framework
Violence is an epidemic in the public health lens, and it is viewed as a health issue in
which its impact is measured by its detrimental effects. Traditionally, the response to violence
has been reactive: by pouring money, time, and resources into the after effects. The Public
Health Approach focuses on evidence-based prevention measures to address the issue (Mercy,
Rosenberg, Powell, Broome, & Roper, 1993). The Public Health Approach framework uses a
systematic and scientific method to violence prevention (CDC, 2015).
The CDC (2015) gives a concise description of the Public Health Approach, which has
four steps. Step one is gathering and assessing data to define the problem. Step two is
identifying the risk factors and any protective factors that could decrease those risks. “The goal
of violence prevention is to decrease risk factors and increase protective factors” (p. 1). The
third step is developing and testing prevention strategies. Finally, the last step in this framework
is implementation and dissemination of the prevention strategies. Completing the fourth step is
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not an end to the process. Evaluations are important to ensure effectiveness of interventions and
assess for further need of adjustments (CDC, 2015).
The Public Health Approach is appropriate for application to workplace violence
prevention in the community health setting. This framework is a broader, evidence-based model
of assessing violence risks and prevention measures in the community, which is more pertinent
to a homecare nurse’s role. Other workplace violence and injury prevention models and
frameworks, such as the STAMP Violence Assessment framework (Luck, Jackson, & Usher,
2007) or the Haddon Matrix model (Runyan, 1998), are better suited for more traditional
institutional settings. Utilization of this model is an effective way to address workplace violence
for homecare nurses.
Overall Goal
The overall goal of this project was to create a toolkit for workplace violence prevention
in homecare, which promotes a culture of safety in home health and aids in reducing the risk of
violence by providing tools and resources combating workplace violence. Stakeholders will
benefit by having these tools and resources identified and readily available for access.
Accessibility to resources assists efforts in providing safe workspaces by filling gaps in employer
workplace violence programs. This increases the protective factors for the homecare nurse. The
resources contained in this project address risks specifically related to homecare.
Aims
Aim 1: Complete a review of literature on workplace violence, literature on creating toolkits,
current toolkit examples, and resources currently available to homecare nurses.
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Aim 2: Conduct semi-structured interviews with individuals employed in community settings to
better understand their experiences and perceptions on workplace violence risks, prevention, and
policies related to their work environment and identify any gaps in the literature.
Aim 3: Create a draft of a web-based toolkit with content collected from individual interviews,
literature review, and resources identified.
Aim 4: Validate the toolkit through the use of an expert panel and key homecare informants.
Aim 5: Disseminate validated and revised toolkit.
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Chapter 3
Methods
The purpose of this project was to create a workplace violence toolkit with resources and
tools specifically aimed at nurses in homecare. This toolkit is proposed to fill a gap in the need
for workplace violence interventions in this sector of healthcare. There are toolkits available for
workplace violence prevention, though none are specific to homecare. The following aims were
used to achieve the goal of creating an evidence-based toolkit for nurses in homecare.
Aim 1: Complete a review of literature on workplace violence, literature on creating
toolkits, current toolkit examples, and resources currently available to homecare nurses
An updated literature review was conducted. This included all initial materials reviewed
plus a brief review of the citation histories to note any missed from the initial review, closing any
gaps. An electronic database search of journal articles was conducted in July 2019 utilizing
SCOPUS, OVID Embase and Medline, and PubMed to find evidence of risks and interventions,
consequences to stakeholders, organizational barriers and issues, policies, and specific trainings
related to workplace violence prevention in homecare. A combination of terms was used:
“workplace violence” or “violence” with “homecare”, “home care”, “home health”, “home”,
“risk”. Inclusion criteria required articles specifically focused on homecare. Exclusion criteria
included articles focused on violence in hospitals or focused on risk or harm to patients (see
Figure 1).
A matrix was created to extract and summarize common themes. Once elements were
identified, like elements were grouped together and placed into categories (Lazenby 2014). The
following categories were identified: types of violence, examples of violence, risk factors for
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violence, safety measures, specific trainings, risk assessments, policies, organizational barriers
and issues, and workplace violence reporting.
A review of existing toolkits and literature on toolkits was attempted to extract relevant
information from articles selected on how to construct a toolkit, themes of information included
in toolkits, and organization of information and elements within the toolkit. This included
identifying areas and themes typically covered in a toolkit relevant to a clinical problem. An
electronic database search using SCOPUS and PubMed was conducted. A combination of terms
was used: “workplace violence”, “violence”, “homecare”, “home health”, “toolkit”. Inclusion
criteria included toolkits about workplace violence in general and toolkits related to the
healthcare sector. Exclusion criteria included articles that did not focus on a toolkit. A review of
workplace violence toolkits created by healthcare affiliated organizations was completed and
included: Emergency Nurses Association (ENA), American Organization of Nurse Executives
(AONE), Oregon Association of Hospitals and Health Systems, and American Society for
Healthcare Risk Management. Information from this review informed toolkit development.
A search for currently available workplace violence prevention resources, relevant to
homecare, was conducted. A Yale librarian was consulted and suggested appropriate search
engines and search terms. A synthesis of all materials was compiled in the drafting of the
toolkit.
Aim 2: Conduct semi-structured interviews with individuals employed in community
settings to better understand their experiences and perceptions on workplace violence
risks, prevention, and policies related to their work environment and identify any gaps in
the literature
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Semi-structured interviews were designed to be completed over the phone, with an option
to complete a survey anonymously online, to explore the experiences of individuals whose jobs
are conducted throughout various community settings (fieldwork) or supervise staff that conduct
fieldwork. This was used to help identify any gaps that may not have been previously noted.
Prospective participants were not limited to homecare nurses or staff; they were to include other
individuals who face similar risks working in the community. Interviewing individuals from
other professions was used to decrease the likelihood of safety interventions being missed.
Questions focused on risks, safety measures and interventions, training, personal experiences,
and policy. Elements derived from the literature review were mapped to corresponding
questions. Questions were open-ended allowing for the emergence of new elements or
categories not previously identified in the literature. Questions were exactly the same for both
the phone interview and the online survey (see Appendix A).
Two populations were sampled, nursing and law enforcement. The first group was
nurses, nursing supervisors, and leadership from homecare and hospice agencies that serve
patients in urban, suburban, and rural environments. The second group was law enforcement
professionals including police officers, supervisors, and corrections officers. Forensic
investigators, including nurse practitioners and physician’s assistants from a medical examiner’s
office, were invited but did not respond to the invitation.
Convenience and snowball sampling were employed. Known contacts were sent official
electronic invitations that they either forwarded to staff and colleagues or provided the contact
information of interested participants. Invitees included homecare nurses and nursing
supervisors from homecare programs in urban, suburban, and rural agencies. Participants were
offered the option of anonymous telephone interviews or anonymous electronic surveys via
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SurveyMonkey. Informed consent was provided in the email invitation. The survey was opened
from 11/20/19-12/8/19. In an attempt to receive further responses, the survey was extended to
December 31, 2019.
Other prospective participants included persons in professions with similar environments
that share similar risks of homecare nurses while working in the field. Members of law
enforcement were included because officers are often in similar environments such as
homes/apartments, projects, isolated areas, and high-risk neighborhoods. They are also key
informants on safety measures while in these environments. Members of two police
departments, one in a large metropolitan city and the other in a smaller city, were extended
invitations to participate in the survey. Corrections officers or leadership in a correctional
facility can also serve as key informants on safety because some homecare nurses travel to
correctional facilities to conduct visits with patients. An invitation was sent to several officers in
correctional facilities electronically via email. Forensic investigators were invited because they
face similar risks in similar environments. Forensic investigators are frequently Registered
Nurses or Advanced Practice Registered Nurses. They travel out to the community, into homes
and other environments, and are placed in many vulnerable positions. Invitations were extended
to a medical examiner’s office/coroner’s office in a large metropolitan city.
Phone respondents were not asked any personally identifying information. Electronic
versions of the interview, through SurveyMonkey, were anonymous. Confirmation of research
exempted from review, from the Yale IRB, was sent to invited participants and agencies.
Categories identified from the literature served as a guide to content in the interviews.
Elements derived from the literature were mapped to corresponding interview questions.
Interview questions were open-ended to allow for the emergence of new elements or categories
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not previously identified in the literature. The electronic survey was created in SurveyMonkey
with comment boxes for participants to express individualized answers. Participants had the
option to skip questions or stop the interview at any time.
An iterative process employing simple directed content analysis was used to analyze
content collected from surveys (Hsieh & Shannon, 2005). Literature findings were mapped to
interviews, quantified, and descriptive data was derived. A final, brief emergent procedure was
used, to address any new findings that could not be mapped to existing schema in the literature
(Hsieh & Shannon, 2005). An Excel Spreadsheet was created placing respondents in descending
order then dividing them by profession and role. Questions were analyzed individually by
placing responses in a Word document, grouping them into color-coded categories, organizing
them in tables and then comparing them to themes identified in the literature review. As
questions arose, two police experts, one a police officer and the other a detective, validated
language and terminology used by Law enforcement in their responses.
Aim 3: Create a draft of a web-based toolkit with content collected from individual
interviews, literature review, and resources identified
Using the content identified from the reviews and survey, an outline of materials
composing the toolkit was developed (Appendix B). Content focused on issues more specific to
homecare including risks and training specific to homecare. The toolkit does not focus on Type
3 workplace violence (worker on worker), as there are already multiple resources, including
toolkits, for this issue in healthcare. There is a limited mention of this in the toolkit with limited
links to the most relevant resources. This toolkit also does not focus on Type 4 workplace
violence (personal relationship), as there are multiple resources on intimate partner and domestic
violence available. Again, there is limited mention with a few relevant links. Greater emphasis
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is placed on Type 1 and 2 workplace violence risks and interventions as they pertain to
homecare.
Content was expected to include perceived risk factors that align with the literature such
as patient aggression and neighborhood risks, interventions used to address workplace violence
risks such as cell phones and de-escalation training, policies for workplace violence prevention
such as zero tolerance, organizational barriers (such as the traditional nursing culture belief that
violence is part of the job), complicated or unknown reporting process, and perceived gaps in
workplace violence prevention policies such as lack of training and written policy
Aim 4: Validate the toolkit through the use of an expert panel and key homecare
informants
Experts who are knowledgeable in workplace violence and/or work in homecare were
invited to form an expert panel. A preliminary list of workplace violence experts was compiled
by reviewing authors of workplace violence literature, speaking with experts at a workplace
violence conference, and referrals from other experts. An Internet search was conducted to
obtain each of the experts’ background including their scholarship, leadership, and expertise.
After thorough review of the experts, a final list of ten experts was created. Email invitations to
participate in the panel were then sent to the ten experts. The panel was planned to consist of a
minimum of 5 experts nationally recognized for leadership or scholarship in workplace violence
prevention. This included authors of workplace violence research, with some who’ve published
work in regard to homecare.
The final expert panel consisted of 7 experts in workplace violence, two of which
preferred to remain anonymous. A draft of the toolkit was sent to each expert along with a rating
tool assessing importance and relevance of each category and element within the toolkit (Figure
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2). Experts were asked to review the draft toolkit, complete each corresponding item on the
rating tool, and return it to the lead investigator. Experts were asked to review only categories
and elements.
The expert panel reviewed the toolkit content as described in the ten-step process
according to Lazenby et al. (2014) with the rating tool. For this process, the rating tool was used
to rate the toolkit content under the dimensions of (1) relevance and (2) importance of each of
the elements. Relevance refers to whether or not each of the categories and elements are relevant
to the focus of this toolkit on workplace violence prevention. The rating tool used a column with
a scoring scale of 1=Not Relevant or 2=Relevant, for this dimension. The importance dimension
placed priority on categories and elements in case of the need to shorten content. This column
used a Likert scale of 1=Not Important, 2=Somewhat Important, 3=Moderately Important, and
4=Very Important for rating categories and elements in this dimension. There was a section for
comments that panelists used to provide feedback about content.
The results were analyzed and a goal was set for .78 agreement with affirmative response
for each element and .90 average across the elements. An affirmative response was a response
that had a score of 3 or greater.
The evaluation was done via email correspondence. Feedback was reviewed, and the
toolkit was revised based upon this feedback.
A final step, not included in this document, will involve the review and validation of the
revised toolkit by a second panel of key homecare informants for its relevance and
implementation in the field. Key informants are important for their homecare knowledge and
community-based fieldwork. Key homecare informants will include nurses, supervisors, and
leadership staff that work in homecare. Staff from several homecare and hospice agencies have

WORKPLACE VIOLENCE PREVENTION IN HOMECARE

29

expressed interest and will be invited to participate. Email invitations will be sent, and
respondents can review the toolkit electronically.
Aim 5: Disseminate validated and revised toolkit
The toolkit is in the process of final revision and dissemination as a resource for
homecare agencies and nurses. Once the final validation is complete, the toolkit will be
disseminated through publication in a professional journal. In addition, project is scheduled for
presentation at the American Nurses Association of New York conference in fall of 2020. Last,
this toolkit is awaiting dissemination via collaboration with an external host. This means an
organization will use their website to “host” the toolkit for others to access. Organizations that
address workplace violence and/or homecare services will be prioritized for consideration as a
host site. The Joint Commission, National Association for Home Care and Hospice, NIOSH,
American Nurses Association, American Public Health Association, Association of Public
Health Nurses, or International Home Care Nurses Organization each has the necessary
characteristics.
The Joint Commission has multiple resources and links to resources for workplace
violence prevention on their website. This shows that the organization understands the issue and
is a willing ally in promoting prevention measures. NIOSH researches and provides evidencebased recommendations on workplace violence including information for nurses in homecare.
NIOSH focuses on safety standards in the workplace. Their website hosts multiple resources and
is viewed by millions. The American Nurses Association represents nurses and advocates for
nursing rights and safety. The American Nurses Association has weighed in on workplace
violence including their #EndNurseAbuse campaign and a position statement on the matter. They
currently host the PACERS Toolkit for Bulling and Incivility. Their website receives frequent
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traffic and is home to many resources, tools, and information useful to nurses including
workplace violence prevention strategies. The American Public Health Association, Association
of Public Health Nurses, or International Home Care Nurses Association are organizations
directly related to homecare and homecare nurses.
Homecare agencies, nurses, and leaders become familiar with these sites as it pertains to
their work. A brief website search was conducted in order to further understand how each
organization could potentially benefit from hosting the toolkit and vice versa. Organizations will
be contacted with information about making the workplace violence toolkit available on their
website.
Evaluation of Aims
Results from the reviews of literature (Aim 1) were described and included a flow chart
showing inclusion and exclusion of articles and reasons for exclusion. A synthesized list of
literature and resources currently available were compiled, transformed into categories and
elements, and gaps in the literature were identified. Literature review findings were synthesized
into elements and grouped into categories for use in semi-structured interview questions.
An anonymous, semi-structured survey was completed (Aim 2). Responses from
surveys, along with literature review findings, were synthesized into elements and grouped into
categories. New significant elements/categories were identified and are included in the toolkit.
Elements and categories were reviewed by the project committee for accuracy of information
collected and assure comprehensiveness of results.
The toolkit was drafted from synthesized categories and elements from the literature and
resource review in conjunction with survey responses (Aim 3). Categories and elements were
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organized into corresponding documents providing a narrative overview of findings composing
the toolkit. The project committee reviewed the compiled results and suggested revisions.
The expert panel reviewed the toolkit content (Aim 4) as described above the rating form
was used to rate the toolkit content under the dimensions of (1) relevance and (2) importance of
each of the elements. This is redundant of info above and not needed here. The results were
analyzed and a goal was set for .78 agreement with affirmative response for each element and .90
average across the elements. Only one round of rating was required to reach consensus. The
toolkit was revised based on results. The final validation of the revised toolkit by homecare
workers was delayed due to the COVID-19 pandemic, which disrupted healthcare systems and
remains to be completed.
The toolkit will be disseminated (Aim 5) by having the manuscript published in a peer
reviewed professional journal, presenting it at conferences, and having an external organization
host it on their website. At this time, an abstract has been peer reviewed and accepted for
presentation at a Fall 2020 conference.
Implications
Nurses working in homecare have many unique concerns for their safety that are
different from nurses in other settings. This toolkit fills a gap in resources by creating a
workplace violence prevention resource, for nurses working in home health, to address those
risks. The goal was to prevent workplace violence thus improving the safety of homecare nurses
and in turn improving patient outcomes.
There is a need for policy change where there are gaps in standardization of workplace
violence prevention programs. These policies need to address the accountability of healthcare
organizations in keeping nurses safe to the maximum extent possible. In these policies,
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guidelines need to be created to address the needs of unique organizational entities. One size
does not fit all. Many of the risks are different when considering the environment in which the
nurse works, as so the approach should be.
Changes in nursing practice are also implicated. There is a need to shift into operating in
a culture of safety. Nurses should utilize safe practice standards and tools in their work
environment to maximize protection from harm. Safety protocols and outcomes in workplace
violence prevention for nursing providers should be available and implemented similar to patient
safety measures and outcomes.
Statement Related to Human Subjects
The Yale IRB deemed this project exempt from review.
Leadership Immersion
This project relates to leadership immersion by improving quality and safety in the
homecare sector. Implementation and dissemination of this project addresses significant
healthcare and safety concerns with policy and best practices in workplace violence prevention.
This project implements evidence-based research into clinical practice.
For the leadership immersion experience, collaboration occurred between student author
and professionals working in violence prevention. Site visits with leaders were coordinated to
discuss current policies, gaps in prevention measures, advocacy work, and also evaluating sites
personally as potential hosts of this project. Possible collaborating organizations include the
Joint Commission, Centers for Disease Control and Prevention (NIOSH), International Home
Care Nurses Organization, Association for Public Health Nurses, or the Occupational Safety and
Health Administration.
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The goals of this immersion were; better understand workplace violence prevention
efforts, processes, gaps, build relationships with a diverse range of experts within the violence
prevention network, and to identify a host for the toolkit. Leadership immersion improved the
quality of the workplace violence prevention toolkit overall by adding personal experience and
knowledge through expert input. Leadership immersion improved efforts for dissemination of
the toolkit.
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Chapter 4
Results
This project involved the creation of an evidence-based toolkit for workplace violence
prevention in homecare. Results from each aim, including the literature review, survey, toolkit
development, expert review, toolkit revision, and dissemination will be presented.
Literature Review
An electronic database search yielded a total of 1548 records and 31 articles, previously
identified or recommended by colleagues, were added. Abstracts were reviewed to screen
articles and 89 full text articles were chosen for review. Fifty-two articles met criteria for
inclusion. A matrix was created to extract and summarize common themes using the following
categories: types of violence, examples of violence, risk factors for violence, safety measures,
specific trainings, risk assessments, policies, organizational barriers and issues, and workplace
violence reporting. Information extracted informed semi-structured survey and toolkit
development.
Insufficient literature was identified from the review of existing toolkits and literature on
toolkits. A review of workplace violence toolkits created by healthcare affiliated organizations
was completed and included: Emergency Nurses Association (ENA), American Organization of
Nurse Executives (AONE), Oregon Association of Hospitals and Health Systems, and American
Society for Healthcare Risk Management. Information from this review informed toolkit
development.
Toolkit Development
An initial outline of the toolkit was created by organizing categories and elements
synthesized from the literature review. Categories served as section headings while elements
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served as subjects within the sections to discuss. There were a total of four levels of
headings/subheadings and initially eight categories in total for the outline, which changed later
with the initial drafting of the toolkit. The content expert then reviewed the outline.
Resource search
Multiple online workplace violence education and prevention resources were identified
including: a handbook for home visitors to assess violence while working in the community by
the Public Services Health and Safety Association and the Eastern Health Home Visit Risk
Assessment Tool. These, along with other resources found, were included in the resource
section of the toolkit.
Survey
Design. Final questions for the survey were based on areas identified in the literature
review and were identical for both the phone interview and the online survey.
Sample. Of initial populations considered, two were sampled. The first population was
nurses, which included nursing supervisors and leadership, from homecare and hospice agencies
in New York, Northern New England, California, and Nevada operating in urban, suburban, and
rural environments. Some nursing staff had homecare experience in multiple states and settings.
The second group was law enforcement professionals including police officers, supervisors, and
corrections officers located in (1) a metropolitan city, (2) a mid-sized northeastern city that
included surrounding townships, and (3) a mid-sized urban city in the southwest. A total of 19
individuals (N=19) completed the online survey; none opted to complete a phone interview. A
total of 13 nurses, of whom three were nursing supervisors, and 6 law enforcement personnel
participated.
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Summary of Responses. The survey provided information in the following areas: risks
of working in the field, training provided for fieldwork, sources of training, suggested training,
training frequency and format, self-defense training, risk assessment procedures, safety
equipment used in the field, perceptions about safety, organizational and systemic changes,
organizational commitment to safety, incident reporting, personal experiences, supportive
measures, and resources.
Risks of working in the field. Almost 70% of nurses reported patient or family
aggression, and 40% of nurses reported worker on worker aggressive incidents (bullying,
ostracism). Nurses reported risks mentioned in the literature like gang violence, dangerous
neighborhoods or homes, assault or inappropriate behaviors (including racism and sexual
misconduct) from patients or family members, and pet or animal attacks. Some officers also
responded with gangs, high-risk neighborhoods, physical and verbal attacks, and racism. Other
officer responses identified consequences of workplace violence exposure such as officers
committing suicide or turning to alcoholism to cope, serious physical injury or death, and any
acts of retaliation.
Training provided for fieldwork. Nurses and Officers that received training commonly
identified crisis intervention and de-escalation, communication skills, awareness education, and
active shooter training. Nurses also identified annual workplace violence, workplace violence
policy review, and personal safety training. Police officers also received self-defense, mental
health and substance abuse training. Some nurses had no training at all (n=3) and some (n=3)
reported limited training. Examples nurses gave of limited training included practical advice
(hair pulling, risks of strangulation, environmental safety) and policy review, for example:
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“For the most part, the training has been some verbiage a page at time of employment
that says you have the right to work in a safe environment and to report any harassment of any
kind.”
Source of training. While eight nurses reported trainings they had received, they did not
specify whether it was a current or previous employer that had instituted the trainings. Three
nurses reported that they received some type of workplace violence prevention in college or
nursing school. One nurse reported receiving active shooter training in school and “how to keep
patients safe from an abuser.” Two nurses reported that they received no training at all.
Two officers stated they received no training at all, but identified trainings in another
question. Two officers reported receiving training in an academy.
Suggested training. Over half of the nurses responded that they felt some form of
training or education would improve workplace violence programs. Some nurses suggested that
experts in the community, including law enforcement, provide this education. Nurses identified
the following trainings: safety in the home, safety planning, cultural competency, crisis
intervention and de-escalation, self-defense, active shooter, bullying in the workplace, risk
identification, mental health first aid, suicide risk/intervention, and general workplace violence.
Also in their answers was discussion of policy and policy change that they would like to see, for
example: mandated training for all employees, zero tolerance policy, termination for leadership
that commits acts of workplace violence, and improvement to reporting protocols and follow up.
Several officers responded with similar answers to nurses such as de-escalation, selfdefense, and active shooter training. One officer mentioned they would like to receive training
on how to deal with job stress. Another officer expressed that they felt officers are trained
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extensively in workplace violence and didn’t have suggestions for improvement while another
officer stated that workplace violence wasn’t a big enough issue.
Training frequency and format. Most frequently reported training formats were
classroom (n=12) and computer-based learning (n=11). Other methods mentioned were handson, simulation, and reading. Frequency of training ranged from none to more than annually
between nurses and law enforcement (Table 1).
Self-defense training. Over 60% of nurses (n=8) received no self-defense training at all.
Two nurses had received physical self-defense training and two received training only on escape
techniques.
Five out of six officers reported receiving some form of physical self-defense training.
Three out of the five reported training as a form of martial arts (Jujutsu, Muay Thai, mixed
martial arts). Other physical training included boxing and hand-to-hand combat.
Risk assessment procedures. Seven nurses identified completing some form of risk
assessment prior to visits. Supervisors or the organization usually conducted the assessments.
Some identified only specific information such as a history of violence, intimate partner
violence, or having a dog or firearms in the home. Most participants (n=15) did not report a
formal risk assessment method. Five denied risk assessments were performed. Two nurses
mentioned hospitals as a resource for risk assessment but one reported that the information was
not reliable because “…some information will come with referral but often it is not included as
hospitals work to discharge patients home and fear we will refuse the admission.” No one
mentioned any specific risk assessment tools, but a single officer identified using a tool,
“database queries,” as a risk assessment.
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Safety equipment used in the field. Nurses most frequently (n=9) reported cell phones as
safety equipment used. Others reported GPS tracking (n=3) and walkie-talkies (n=1). Two
nurses reported they had no safety equipment. One nurse reported carrying a billyclub and mace.
All officers responded by naming multiple devices and interventions including pepper
spray, weapons, and “computer systems to track work vehicles.”
Perceptions about safety. Overall the safety risks identified were higher in officers, than
in nurses, who less frequently identified high risk to their safety at work. Two of thirteen nurses
made statements indicative of a perception of high risk to safety in their work, including reports
of feeling frightened and being “on high alert”. For example:
“It varies from day to day. Certain areas are more dangerous than others. I am more
frightened of housing developments with large numbers of units and gang members loitering.”
The rest identified the presence of safety risks and variable levels of concern about them
from never having a problem to occasional concerns. Some indicated concern about lacking
training or preparation:
“I am concerned that staff is not adequately prepared nor do we have appropriate
equipment to communicate or find staff in an emergency situation.”
These responses contrast with 5 out of 6 officers reporting high risk to safety. They
noted difficulty knowing where threats were coming from, feeling outnumbered in correctional
settings, and always feeling vigilant, for example:
“Always keep your eyes open and have each other backs - as long as you’re in uniform
there will be someone wanting to hurt you just because you wear it.”
Organizational and systemic changes. Participants were asked about the workplace
violence program and policies currently in place at their organization and what changes they
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thought would improve them. Responses regarding current program components included
training, zero tolerance, reporting processes, use of buddy systems, use of police escorts,
retaliation policies, change of work location, sharing photos of perpetrators, calling 911, and
developing a safety plan. Respondents identified that these ideas could improve their
organization’s workplace violence prevention programs: training enhancements, electronic
tagging, check-in via mobile devices, telephone case management services, use of walkie-talkies,
assigned drivers, and use of a buddy system.
About 40% of respondents wanted to see change in training at their organization. About
25% of respondents reported there were no policies at all. Three participants stated they didn’t
know how their employer’s program could be improved and one, the correctional officer, felt
there was no way to prevent workplace violence in a prison setting.
Organizational commitment to safety. For the most part nurses felt their organizations
were committed to employee safety to some degree (Table 2). Eight out of thirteen responded
that their organization was somewhat or very committed, although two reporting ‘very
committed’ were nursing supervisors. Only one officer responded they felt the organization was
‘not very committed’.
Incident Reporting. Most nurses (85%) state they’d need to report an incident to a
supervisor, manager, or some form of leadership. Three nurses indicated a database reporting
system was available, three others indicated a police report would be made, and one nurse was
unsure. One nurse indicated reporting an incident in the past and that nothing was done in
response. A nursing supervisor responded that they did not know what the workplace violence
reporting process would be if staff had an incident, while another nursing supervisor indicated
[the incident] would be reported at a daily safety huddle.

WORKPLACE VIOLENCE PREVENTION IN HOMECARE

41

All of the officers’ responses indicated some level of understanding their organization’s
reporting process. A third of the officers stated that they would notify a supervisor and all but 2
officers mentioned some sort of formal reporting process such as verbal or written
documentation or notifying leadership.
Types of incidents participants felt should be formally reported frequently reflected what
was found in the literature review: physical violence, verbal incidents, co-worker behaviors,
sexual harassment (verbal, behavioral, or physical), inappropriate behaviors, inappropriate texts
and emails, weapons, racism, animal attacks, vandalism, theft or destruction of property, drug
and alcohol abuse, and threats were mentioned. Some nurses noted anything that makes staff
feel “ uncomfortable” or “danger” should be reported. One nurse stated that if behaviors are
violent then they should be reported and a nursing supervisor felt reporting should be done if the
incident results in injury. Some concepts in participants’ answers to this question that were
novel responses, not previously noted in the literature, were: barriers created by the perception
that the customer is always right, “exploitation,” and “erratic behaviors.”
Participants were also asked about the types of incidents or behaviors they did not think
should be reported. Nine out of thirteen nurses responded that there weren’t any behaviors that
shouldn’t be reported, similar to zero tolerance. Four nurses identified these behaviors as nonreportable: flirting, co-worker venting or swearing unless causing harm, and others reflecting the
nuance of working with individuals with cognitive or behavior problems, for example:
“Cognitively impaired patients with sexual tendencies if they are re-directable.”
“Behavior that is related to terminal illness which could include physical harm. These
should be anticipated and addressed proactively as much as possible.”
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Four out of six officers responded that they did not think there were any incidents or
behaviors that should not be reported. Two officers’ responses ranged from incidents that are not
true to verbal disagreements not involving threats, to everything must be reported. Other
comments included:
“I believe anytime you see a person doing something that you deem inappropriate it
should be reported. If not, it could possibly lead to a greater situation that could have been
prevented.”
Personal experiences. Participants discussed various experiences that ranged from no
incidents of workplace violence to very detailed scenarios including sexual harassment and
sexual assault, worker on worker aggression, racism and microaggressions, physical or verbal
assault from patients or others in the home, and more. Though this was a relatively small survey,
it offers a snapshot of the array of issues faced by homecare nurses in this type of environment.
The officer responses had very interesting differences. Two officers did not identify any
experiences with workplace violence. One officer simply responded with “Work place
violence”. Another officer responded with an unspecified physical altercation. The final two
officers gave more detailed responses involving physical altercations: one identified assault of a
co-worker with use of defensive tactics to gain control and placing in custody and one identified
a fight between inmates who required medical attention, written up and segregated.
Seven out of thirteen nurses, including supervisors, reported incidents but identified
nothing was done, there was no consequence, or did not know if anything was done. Three gave
responses that included: letting referring agency know why services were not
provided/terminated, having no further contact with the patient, and sharing the incident with
other staff to discuss and clarify that individuals not being cared for should no longer be engaged
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with. Two nurses identified incidents where the supervisor was the aggressor. Examples of
nursing accounts of workplace violence can be seen in Table 3.
Supportive measures. Five nurses responded either N/A or None when asked about
supportive measures implemented after they experienced workplace violence, and two additional
nurses didn’t know or recall. Supportive measures identified by four nurses included: support,
therapy, medical visit and a leave of absence. For example:
“Good support initially but no follow through to ensure that I feel safe to continue to
work the case.”
“Employees received lots of support including therapy as they were traumatized from
being held at gunpoint.”
Three officers responded N/A to this question and the other 3 responded that they
received some form of support: including medical care, review with a supervisor, and being
backed by organization.
How to improve support. Nine nurses reported on changes they felt could have improved
outcomes including zero tolerance, focusing on prevention, better training of supervisors,
providing counseling, and paid leave. Three nurses identified reassignment from the case as a
way to improve support and half of the nurses (not including the supervisors), identified
improved supervisor support.
Four out of six officers identified N/A or no need for improvement as their answer.
While one officer mentioned fear of retaliation despite rules against retaliation, another officer
said “If you handle any type of inmate violence in a professional manner and follow all
department rules and regulations you will have full support of the department.”
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Resources. Over half of the respondents answered that either they did not know, were
unsure, or had no resources available to them for workplace violence prevention, though some of
these same respondents had identified resources in earlier answers. Responses for known
resources varied and included online resources, training, and written materials (Table 4).
Toolkit Draft
A draft of the toolkit was created from all compiled results of the literature and resource
reviews and survey responses. A content expert reviewed the toolkit draft and edits were made
to the document based on suggested revisions. The content is organized using ten categories and
containing 73 elements that form the structure of the toolkit. Content includes risks faced in
homecare including; animals, patient aggression including types of patients that may increase
risk, working in isolation, unknown persons in the home including violent offenders and gang
members, racism, patient/family member accessibility to weapons, geographical areas such as
rural vs. inner city, and environments as risks like tenement housing or homeless shelters.
Safety measures, interventions, and violence prevention strategies are included in the
content of the toolkit. This includes trainings such as self-defense and de-escalation, use of
personal devices such as GPS tracking and cell phones, risk assessment tools, environmental
scans, policies on workplace violence prevention, and external resources.
Organizational barriers and barriers to workplace violence prevention efforts such as
issues surrounding incident reporting (e.g. fear of retaliation, complicated processes, views that
workplace violence is “just a part of the job), lack of organizational or leadership support, and
lack of regulated (state, federal) comprehensive and specific guidelines.
The toolkit is a narrative document that includes links to resources including workplace
violence prevention tools and websites.
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Expert Panel
After thorough review to identify experts in workplace violence, email invitations to
participate in the panel were sent to ten experts. Seven out of ten experts responded with interest
in participating in the expert panel, two of whom preferred to remain anonymous.
Experts reviewed the draft toolkit and completed rating forms. Six out of seven of the
experts completed the rating forms. The 7th expert did not complete the rating form, providing
narrative feedback, which was considered when revising the final toolkit document.
All ten categories scored above .78 for relevance and above .90 for importance. Of the
73 elements, 94% scored above .78 agreement with affirmative response on relevance and 74%
received a score of .90 or above. The elements that scored below .78 for relevance and
below .90 for importance were; Worker Personal Characteristics (under the category “Risk
Factors for Violence”), Ethical Dilemmas (category “Consequences of Workplace Violence”),
and three elements under the category “Resources” which were Bullying, Sexual Misconduct and
Violence, and Stalking.
Feedback from the experts included: clarification of the toolkit target audience, reducing
the reading level and length of the document, a need to condense the information provided, and
interest in the final layout and graphics. For example, in terms of audience, they noted certain
sections of the toolkit as more helpful for the organization and policy makers, and other sections
more helpful to the worker.
Toolkit Revisions
The toolkit was revised based on results of the expert review and the final toolkit is a
narrative document including graphics. The final categories include: Types of Workplace
Violence, Examples of Workplace Violence and Aggression, Risk Factors for Violence,
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Consequences of Workplace Violence, Safety Measures and Interventions, Recommended
Training and Education, Organizational and Policy Recommendations, Reporting, Home Visiting
101, and Resources.
The elements removed based on expert feedback included “worker personal
characteristics” and “ethical dilemmas”. There were mixed reviews of some elements including
“personal traits as safety buffers” and the resources for bullying, sexual misconduct and
violence, and stalking. As a result, “personal traits as safety buffers” were removed. Experts
were concerned that these could be used to blame the victim or could have other negative
consequences for the worker. The item ‘ethical dilemmas’ was not well defined and resulted in
experts suggesting removal. This item will be reviewed and may be better defined for evaluation
in the toolkit on the next round of toolkit validation with homecare workers, supervisors and
leadership in the field. The resources were edited. Three of the four resources scored .75 with
experts but only 4 of the 7 experts had responded to the relevance of these elements on the rating
form. Two experts responded with positive comments, one for keeping the resources but with
edits and the other stating the resources were good but that the resources were aimed at
organizations. Narrative content was added or revised as suggested by the expert panel. One
expert suggested that instead of an introduction at the beginning of the toolkit, an executive
summary should be used and was added.
The toolkit was initially presented to the expert panel without any graphics or layout.
The final toolkit has been designed with an attractive layout, color scheme, and photos. The
sections have been separated and introductions were added. After the executive summary, there
is a table of contents that includes each section. There is an initial section with definitions of
terms that describe examples of workplace violence and what they may look like in homecare.
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The rest of the sections of the toolkit follow the definitions. “Types of Workplace Violence”
includes the four types of workplace violence, their definitions, and a depiction of what this
might look like in homecare. “Risk Factors for Violence” informs the reader of what risks exist
in the community and home and why each is considered a risk. The section “What are the
Consequences of Workplace Violence” informs the reader on what the possible effects of
workplace violence in homecare are. An outcome is identified such as the organization’s
reputation being at stake, and then examples of what that means are given such as issues with
staff recruitment or retention and attracting new clients.
“Safety Measures and Interventions” identifies technology, policies, and procedures
found in the literature and survey that are recommended to help counteract risks in the
environment. “Recommended Workplace Training and Education” lists trainings under the risk
areas they cover. For example, under “Addressing Risks in the Community Environment” the
reader can see information on gang/gang awareness, safety while driving, and identifying
warning signs. “Organizational and Policy Recommendations” are recommendations to address
issues and barriers within the organization. Both organizations and staff who advocate for safer
work environments can use these. The section “Reporting” discusses processes and barriers to
reporting, including underreporting, that can be relevant to homecare. “Home Visits 101”
includes “tear away” pages that can be printed out and used as checklists or notes for homecare
staff when planning for visits. Lastly, “Resources” lists relevant workplace violence resources
with links to websites.
Dissemination
An abstract was submitted and accepted for a poster presentation in the fall of 2020 at the
American Nurses Association of New York 8th Annual Meeting and Conference. Currently,
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there is also a conversation with a New York State Assembly member and other organizations to
determine further dissemination of the toolkit once it is in final form.
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Chapter 5
Discussion
This project developed a toolkit for workplace violence prevention based on a literature
review, a survey of homecare nurses and police officers, with validation of contents by a panel of
experts. The final steps of validation with homecare workers and final toolkit revision will be
implemented in the near future.
The literature review identified many of the expected elements important to workplace
violence in homecare, however several unexpected elements arose. Some of the expected
elements included: aggression from patients or others in the home, presence of weapons or drugs
in the home, high-risk neighborhoods, sexual harassment or misconduct, domestic violence, and
working in isolated or unsupervised settings.
Of the unexpected elements, the first was racism. Racism not only appeared in the
literature, but in the survey as well. While racism can arise in any environment, it was a factor
that had not been initially expected when conducting the literature review nor had it been
previously considered as relevant to this project. The topic has had recent salience in both
community and health care discussions, however has been discussed less frequently as a factor in
workplace violence. There is a heightened sense of awareness around interactions between
people of color and police officers and also policing in communities of color. There has also
been discussion and movement to address the lack of diversity in healthcare and the need to close
the gaps to better serve patients of color. These efforts have not been publicized or discussed on
how they fit in the homecare setting. Also lacking is the discussion around recent increasing
racial tensions around the country and what that looks like when nurses of color enter white
homes or neighborhoods and vice versa. Some literature has been published on the mistreatment
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of migrants that work in the home (Green, 2016) but there is a paucity of this type of research
and no research was found on the experiences of people of color while working in the homecare
setting. While there was mention of racism in the literature found, there were no studies
dedicated to racism and its role in delivery of homecare or in the context of workplace violence.
Racism is an extremely important topic that should be examined more thoroughly as there could
be significant findings relevant to patient outcomes and the safety of homecare workers.
Ethical dilemmas that staff encounter, in regard to workplace violence while working in
homecare, was another unexpected element that appeared in the literature and in the survey.
Staff may contemplate leaving the danger in a homecare context, but consider doing so a form of
“abandoning” the patient, is one example of an ethical dilemma presented in the literature
(Kendra, Weiker, Simon, Grant, and Shullick, 1996; Kopala, Kondratowicz, Goldberg, Panek,
1999; Nakaishi et al., 2013; Hanson et al., 2015). Reporting abuse from patients that are
cognitively impaired may be viewed by the worker as “getting the patient in trouble” or as if it is
wrong to report the abuse because the patient doesn’t know what they are doing. Use of selfdefense against a violent patient may also be seen as wrong by the nurse or by others, even
though the patient’s violent act may cause serious injury or death. These are only some of the
ethical dilemmas that may present in homecare and could lead to serious harm, emotional or
physical, if left unaddressed. Due to ethical dilemmas not being well defined, it was removed at
this time but will be reviewed, re-crafted, and evaluated by the second panel of key informants.
Collaborative efforts between homecare agencies and police or local authorities appeared
in the literature and were not expected. Articles discussed everything from police escorts to
police led safety trainings to communicating with police about current risks in surrounding areas.
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No articles compared the two professions, only discussed how police officers could assist in
keeping homecare staff safe. This element also later appeared in the survey.
The survey identified both information found in the literature and new data. Some
examples of elements from the survey that had been found in the literature include: worker on
worker aggression, stalking, patient aggression or aggressive acts from others in the home,
domestic violence at the workplace and in the home, shortened visits, false accusations, racism,
sexual harassment, zero tolerance, buddy systems, lack of policy and workplace violence
prevention programs, and poor supervisor support or relationships. New emerging data that
came from the survey that was not explored in the literature were the experiences of
microaggressions, “exploitation”, car hijackings, panhandlers, receiving domestic violence
training, and use of scout phones.
Some nurses mentioned either microaggressions or examples of microaggressions in their
responses for personal experiences of workplace violence. One nurse mentioned they did not
report it due to fear of retaliation and another nurse did not mention whether or not it was
reported. Microaggressions should be explored further as to whether the subtleness of the acts
may contribute to decisions to report or if workers view these acts as incidents of workplace
violence. Car hijackings were not noted in the literature but measures like locking doors while in
the vehicle (Gellner, Landers, O’Rourke, and Schlegel, 1994; Nadwairski, 1992; Beaver, 2014)
and looking in the back seat prior to entering a vehicle were (Beaver, 2014). Panhandlers were
mentioned as a perceived risk by nursing. While the homeless population may include some
people who may perpetrate violence, caution must be taken not to stigmatize this vulnerable
group by assuming increased risk when coming into contact with them. Domestic violence was
recognized in the literature as a risk (Gellner et al., 1994; Durkin and Wilson, 1999; Fazzone et
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al., 2000; Anderson, 2008; Falkenstrom, 2017). Specific recommendations on domestic violence
trainings need further exploration. “Exploitation” was a risk mentioned by law enforcement that
had no further context to it. Exploitation could have multiple negative connotations and further
exploration would be needed. The use of a “scout phone” was mentioned as a safety measure by
nursing but again there was no further context. It is unknown at this time what a scout phone is
or how helpful it could be as a safety measure in homecare.
Interestingly, strong differences were seen in how workplace violence is viewed and what
risks on the job look like to nurses versus police officers. Nurses perceived risks that were
aligned with direct risks mentioned in the literature such as animals and pets, gang violence,
robbery, sexual harassment, patient aggression, etc. Officers frequently identified consequences
of workplace violence as risks including suicide, death, serious injury, corrective action for
seeking help, and being judged for protecting yourself. Nurses did not identify consequences
like these as risks. One hypothesis on this difference of thought could be the higher level of
vigilance expected with law enforcement. Use of body cams, media coverage, and social media
frequently lead to negative views on law enforcement and may relate to officers’ perception of
risk. The amount of violence on the job and the higher level of danger law enforcement
experience suggest that the work is more directly connected to negative worker health/mental
health and job outcomes. Yet another hypothesis could be that greater levels of training and
required supportive interventions (mental health evaluations) may be raising awareness of these
consequences to officers.
There were also differences in training provided to the different professions on how to
handle violence on the job, even if the violence encountered was similar. Nurse reported
trainings included de-escalation, intimate partner violence training, and active shooter. Multiple
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nurses had little or no training at all. Officers identified some similar training such as active
shooter and de-escalation but they also reported additional trainings such as self-defense
including various martial arts, mental health, and firearms training.
Similarities were noted in what staff in both professions thought should be reported and
that reporting often included notifying a supervisor. How reported incidents of workplace
violence were handled and the support given or lack thereof also varied by profession. While
multiple nurses state they reported incidents and nothing was done, all police officers that
reported an incident also reported some form of support and/or preventive measures were
implemented.
The expert panel validated toolkit content and provided feedback on relevance and
importance of content to include or exclude in the toolkit. For the section entitled “Resources”,
there were questions on why resources on types 3 & 4 violence were being included if the focus
was on types 1 & 2 violence. It was stated in the aims that though the emphasis of the toolkit
would remain on the first two types of violence, this toolkit would list resources for other types
of violence to provide access to information. Over half of the respondents could not identify any
workplace violence resources. Three of the seven experts rated the resources for bullying, sexual
misconduct and violence, and stalking as relevant and very important to include in the toolkit.
Only one expert rated these resources as irrelevant while three did not answer the question thus
the final toolkit was edited and focused resources on types 1 and 2 violence, with few links to
resources related to the other types of violence.
Strengths
This project used a literature review, a survey of homecare workers and law enforcement,
and an expert panel to validate the evidence for including information in this toolkit. Data were
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carefully and methodically analyzed to extract the most relevant and meaningful elements to
include in the toolkit. The survey included staff from several regions of the United States and
included workers in rural, suburban, and urban settings to broaden the survey sample.
The experiences of these workers enhanced this work by giving a more detailed account
of the risks, consequences, policy, reporting concerns, and training experiences of staff that are
performing fieldwork. The survey calls attention to the issues that workers continue to face
despite the current literature available. Having a sample from law enforcement allowed for
comparison of differences and similarities that occur in these different forms of fieldwork.
Limitations
In analyzing the survey, several areas for improvement were noted. Convenience
sampling and snowball sampling were employed for this survey, which can increase risk for
sampling bias. The survey was developed for use as a semi-structured interview, it was
unexpected that all participants would prefer to complete the survey online, and there was no
option to clarify and extract further information from questions when completed online. The
survey and data could be strengthened by completing a small number of surveys in person or
over the phone to get in depth information, which could lead to development of a quantitative
survey tool for use with a larger number of subjects. More participation from rural homecare
staff, staff from various types of programs such as mother baby programs, and including
homecare staff from different disciplines such as social workers or home health aides could have
further enriched the results.
Implications
Policy. There are nurses in homecare that have been or currently are in risky situations
while in the field and either don’t know how to decrease risks, protect themselves, report what is
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happening to them, or who feel unsupported when they are harmed. It isn’t enough to draw
attention to the risks of homecare, the risks must also be addressed. Nurses are often sent out
into the community unprepared or underprepared and lacking proper guidance or training. Both
in the literature reviewed and the survey there were reports of lack of training, lack of supervisor
support, supervisors as the cause of a toxic work environment, underreporting, and insufficient
follow up post reporting. The toolkit addresses these issues and others.
Recommendations for policy are presented under each category including training,
reporting, organizational policy, safety measures and interventions, and field safety. While it is
understandable that homecare agencies need to have a customer service focus and philosophy,
problem solving needs to occur when the bond between patient and nurse is broken by violence.
Safety of the nurse should be parallel to the safety of the customer/client and actions should
match that of preventing harm to patients. Organizations should be very transparent about their
commitment to their worker’s safety. Otherwise, this could affect the organizations retention
and recruitment. Accrediting organizations should have workplace violence prevention in their
criteria for the accreditation process. These organizations should be equally invested in worker
safety in the field as it is in better patient outcomes.
Clinical Practice. Sometimes, the leadership and guidance nurses look for when
encountering risks or reporting incidents aren’t able to or aren’t willing to offer the appropriate
support. Nurses in the survey reported not only lack of supervisor support but also abuse from
supervisors. Further work with supervisors is needed. Risk assessments are a critical part of
homecare safety. They provide an initial scan of the environment that can expose red flags
indicating danger. Optimally a risk assessment should be completed prior to the initial visit. If a
patient is coming from the hospital, that facility should perform the initial assessment and give
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the report back to the homecare agency. No matter what type of home visiting program it is,
some form of risk assessment should be developed and utilized. Staff should be diligent in
updating any risks that arise and reporting them to update the assessment. Organizations and the
individual nurse can both take elements from the toolkit and apply as they see fit. Every risk and
every intervention isn’t applicable to every organization. This toolkit is the first step in violence
prevention and each tool should be used as needed to provide education and increase awareness,
start conversations, build policies, strengthen support, and identify resources. This toolkit
provides building blocks that will fit into organizations in a variety of ways.
Research. As mentioned, closer examination of practices around racism in homecare is
needed. Racism emerged in both the literature and the survey, yet there were no studies that
focused on this topic. Questions should be asked regarding organizational policies and practices
around racist acts and behaviors. Are homecare organizations complying within systems of
institutional racism? For example: complying with patient requests for different staff based on
race, not sending staff to neighborhoods based on skin color, lacking in diversity or diversity
efforts in recruitment? Are organizations including people of color in the conversation when
they ask these questions, develop policies, or engage in recruitment efforts? Efforts to
understand and address ethical dilemmas regarding workplace violence are needed. There were
no studies found that focused on the ethical dilemmas that exist in homecare when experiencing
workplace violence. We know that these experiences exist, as they were briefly discussed in the
literature and also appeared in the survey. There is a need for better understanding of levels of
training of nurses in homecare, if they are not well prepared, does this result in problems with
turnover or retention, job satisfaction, productivity, and consequences to worker health?
Recommendations
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Training was a common theme in the literature, addressed in the survey and even
commented on by the experts. Based on the results, training should occur prior to employees
starting the job and at least annually thereafter. Providing “refresher” training or in-services
more often is optimal. Self-defense and escape techniques could improve staff’s ability to avoid
harm if attacked. Law enforcement is trained extensively to reduce the risk of physical attack
and although homecare staff may have less risk compared to officers, there is still risk.
Some nurses discussed how they received policies or written materials to read in place of
training. Someone who is a visual or auditory learner may not absorb as much information from
written materials. While reading a policy provides important information, this is not an
acceptable replacement for actual training. Training topics should include at minimum general
workplace violence, reporting processes, de-escalation and communication skills, identifying
risks, and safety while in the home. Optimally, homecare staff would receive training in the
following: self defense and escape techniques, personal safety provided by law enforcement;
gang awareness, and management of animals and pets. Supervisors should receive all training
homecare staff does to improve their understanding of the risks their staff face, be effective in
giving guidance, and understand how to best support their staff. They should also receive
supervisor training that includes leadership skills and how to provide follow up information and
support after violent incidents occur at work.
Conclusion
Homecare can be a forgotten setting among workplace violence efforts. This toolkit
serves as a resource to improve safe practices in homecare related to workplace violence
prevention. The toolkit informs the reader on risks for workplace violence in the homecare
setting, consequences of workplace violence, recommended training, reporting, safety measures

WORKPLACE VIOLENCE PREVENTION IN HOMECARE

58

and interventions, and evidence-based recommendations for workplace violence prevention for
homecare staff. This toolkit provides information on workplace violence in homecare and begins
to address some of the risks faced by homecare nurses. This toolkit can be used as an initial step
in creating a safer workplace for homecare workers as they complete home visits across
community settings.
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Appendix A
Survey
The following survey is completely voluntary. If at any time you feel you are experiencing any
signs or symptoms of sadness or depression, anxiety, wanting to hurt yourself, or think you need
help dealing with the issues you discuss in this survey, please let the Lead Investigator know and
we will stop immediately and get you the help you need. Numbers for help: SAMHSA National
Helpline 1-800-662-HELP (4357), The National Suicide Prevention Lifeline 1-800-273-8255,
911.
1. What is your current job role? (Please select all that apply)
a. Nurse
b. Police
c. Corrections
d. Forensics
e. Supervisor of any of the above
2. Which setting best describes where you work?
a. Urban Setting
b. Suburban Setting
c. Rural Setting
d. Correctional Facility
Risks and Interventions
3. What are risks you or your staff face on the job? Risks do not have to be things you’ve
actually had happen to you, they may include things you are fearful could occur, think could
happen to you or someone else, or know someone has experienced. Some examples can
include but are not limited to; gangs/gang violence, stalking, theft or vandalism of property,
racism, high-risk neighborhoods, domestic violence/interpersonal violence situations, patient
aggression, any inappropriate behaviors from client or family/friends, animal attacks (e.g.
pets or outside animals), acts of deprivation (refusing to let you use restroom or turn on fan
in extreme heat), abuse of someone else in the home, making false claims against you,
bullying among co-workers or leadership, socially isolating behaviors from co-workers or
ostracism, or anything else you consider harmful.
4. What types of workplace violence prevention trainings have you or your staff received or
been offered for the type of work you do? Examples can include but are not limited to; deescalation, self-defense, gang or drug/drug paraphernalia awareness, active shooter,
communication skills, mental health or mental health first aid, effective
supervision/supervisor trainings, how to deal with aggression or aggressive patients, how to
recognize and prevent danger, etc.
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5. Please describe any workplace violence prevention training you received for your job. If the
training(s) was not offered through your employer, please specify whom you received
training(s) through such as “school”.
6. What type of workplace violence training would you like to see offered at your job?
7. Please describe the frequency of workplace violence prevention trainings you or your staff
receive/received (never, one time, yearly, bi-annually, quarterly, prior to starting my job, on
orientation, etc.).
8. If you or your staff received self-defense, please specify which types of self-defense?
Examples can include but are not limited to verbal jiu-jitsu, avoidance, physical, etc.
9. What are the formats for the workplace violence trainings you’ve received? Examples can
include but are not limited to; classroom settings, computerized training, simulations,
handbooks, etc.
10. Do you perform any risk assessments prior to going into the field yourself or sending staff
into the field? If yes, please answer (10a). If no, please skip to question 11.
a. How do you or your staff perform risk assessments (i.e. specific form, verbal
discussion, report from another agency/hospital, etc.)?
11. What safety equipment or interventions are used by you or your staff? Examples can include
but are not limited to; pepper spray or mace, two-way radios, cell phones, emergency call
device other than cell phone or radio, guns, buddy system, GPS locators, etc.
12. How do you feel about your safety or the safety of your staff while in the field?
Policy
1. Please describe some of your organization’s processes or policies for workplace violence
prevention.
2. Can you describe how committed you feel your organization is to your or your staff’s
personal safety while working in the field?
a. Very Committed
b. Somewhat Committed
c. Not Very Committed
d. Not Committed at All
e. Unsure
3. If something harmful or potentially harmful happened to you or your staff, how would it be
reported? If you do not know, please state “I don’t know” or “unsure”.
4. What types of incidents should be formally reported? Examples include but are not limited
to verbal attacks/abuse, threats, client/patient or family aggression (e.g. hitting, biting,
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pushing, pinching, etc.), theft of property, racist remarks, animal/pet attack, sexually
inappropriate behaviors, incidents of road rage, inappropriate or threatening text messages
or emails, co-worker behaviors, etc.
5. Thinking of the examples above or other incidents or behaviors that occur in the home or
around the community, what types of incidents or behaviors do you think should NOT be
reported?
6. What new innovations or ideas do you think could enhance your organization’s workplace
violence prevention program?
Personal Experiences
1. Please share any personal experiences with workplace violence and how it was handled or
resolved (you, someone close to you, or your staff).
2. What measures were taken to prevent it from happening again? Please state if incident not
reported.
3. What type of support did you or your employee receive? N/A if not reported.
4. How do you think that support could have been improved? N/A if not reported.
5. What workplace violence prevention resources are available to you/your staff? Please state
“unsure or “unknown” if you do not know any resources available to you or your staff.
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Toolkit Outline
I.

Types of Violence
a.

b.

Criminal Intent
i.

Robbery/Mugging

ii.

Vandalism

iii.

Racism

iv.

Gang activity

v.

Active Shooter

Customer/Client
i.

Patient

ii.

Family/Friends

c.

Lateral/Horizontal/Bullying/Incivility

d.

Personal Relationship

e.

i.

Domestic Violence

ii.

Personal Conflict

Examples of Violence
i.

Physical

ii.

Verbal

iii.

Threats can be verbal or physical (body language)

iv.

Written

v.

Electronic

vi.

Emotional

vii.

viii.

1.

Accusations of theft

2.

Calling agency/supervisor and making false claims

3.

Criticism

Acts of deprivation or authority
1.

Not allowing lunch break

2.

Not allowing use of bathroom facility

3.

Not allowing storing/preparing of meals

4.

Not allowing drinking water

5.

Inadequate heating or ventilation

6.

Dismissing worker during severe weather or in the middle of the night

Sexual Harassment
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ix.

Sexual Assault

x.

Theft/Mugging

xi.

Vandalism

xii.

Animal attack

xiii.

Intentional exposure to bodily fluid

xiv.

Racism

xv.

Bullying/incivility

xvi.

Witnessing abuse of pt or someone else in the home

xvii.

Stalking

xviii.

Acts of intimidation
1.

Blocking vehicle

2.

Blocking exit

3.

Standing over someone

xix.

Homicide

xx.

Carjacking

xxi.

Inappropriate behaviors
1.

II.

Masturbating during home visit

Risks Factors for Violence
a.

b.

Patient Perpetrated Violence
i.

Chronic Illness

ii.

Pain

iii.

Cognitive Impairment (dementia, psychiatric illness, etc.)

iv.

History of violence

v.

Substance use

vi.

Type of connection formed (overly involved, improper boundary setting)

vii.

Language barriers

Family/Friends
i.

Domestic violence

ii.

History of violent behaviors

iii.

Psychiatric illness

iv.

Substance use

v.

Type of Connection Formed (overly involved, improper boundary setting)

vi.

Language barriers

c.

Pets

d.

Stalking
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e.

f.

i.

Illegal Activity in the Home

ii.

Weapons in the Home/Access of Weapons

iii.

Stray Animals

iv.

Unplanned Visits

Neighborhood
i.

High-Crime

ii.

Robbery

iii.

Theft

iv.

Vandalism

v.

Gangs

vi.

Poor Lighting

vii.

Loitering

g.

Lack of training/Inexperience

h.

Hands on Care/Intimacy of Work

i.

Timing of Visit (early morning, late evening)

j.

The Unknown (pt or family history, neighborhood)

k.

Racism

l.

Technical difficulties/Equipment failure
i.

Lack of cell phone service

ii.

Poor GPS Reception

iii.

Car malfunctions

m.

Lack of Policy/Lack of Workplace Violence Program

n.

Worker Personal Characteristics

o.

III.

Unsupervised/Uncontrolled Setting (Working Alone)

i.

Female

ii.

Younger

Driving
i.

Parking (lighting, someone crawls into back seat, etc.)

ii.

Aggressive drivers (road rage)

iii.

Carjacking

Safety Measures
a.

Training (see section IV on training)

b.

Risk Assessments

c.

Creating Boundaries
i.

Should be initiated and clear from the beginning
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d.

e.

f.

Having a Workplace Violence Prevention Program
i.

Safety Committee

ii.

Formal, written policies easily accessible

Employee Monitoring
i.

Call-In, Call-Out

ii.

Calendar

iii.

Sign out form with estimated time off return

Escorts/Buddy System
i.

Initial visits completed with 2nd staff member

ii.

High risk visits

iii.

Once is determined escort is necessary for visit, escort should be deemed necessary until notified otherwise

iv.

Agency provided drivers

g.

Avoid shortcuts/alleys

h.

Technology
i.

Cell Phones
1.

Should NOT be employees personal phone

2.

All employees should have (whether FT, PT, per diem—can pick up and drop off)

ii.

Two-way radios—(areas where cell service spotty?)

iii.

GPS tracking devices

iv.

On-person device

v.

vi.

1.

Horn

2.

Whistle

3.

Duress alarm system

Self defense devices
1.

Tasers

2.

Pepper spray

3.

Mace

Translation line

i.

Staff Diversity (Cultural, Languages Spoken, etc.)

j.

Refusing Visit Without Repercussion to Worker

k.

Pre-Planning Visits

l.

i.

Creating tip sheets or using existing ones

ii.

Make sure family aware of when arriving, have them look out for you

iii.

Scheduling visits w/ mentally ill while family home if possible

During Visit
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m.

i.

Sit closest to exit/facing exit if possible

ii.

Avoid conducting visit in high-risk room (i.e. kitchen or basement)

iii.

Have animals restrained during visits

iv.

Consistency of care, minimizing agitation to client/family

v.

Don’t stand over the pt

vi.

Assess for cues prior to giving invasive care & ask permission to do so

Post Visit
i.

Have family watch you leave if possible

ii.

Light s should be put on when leaving

n.

Alternate site care (in another person’s home, at appt)

o.

Parking Tips

p.

q.

r.

s.

i.

Park under well lit area

ii.

Park close to entrance/exit

iii.

Do not park near shrubs, bushes, trees, or things people can hide behind

Driving Tips
i.

Check your vehicle, front and back, prior to getting in

ii.

Lock doors while in car

iii.

Keep windows rolled up

iv.

Fill gas tank prior to making visits

v.

Emergency preparedness
Flashlight

2.

Water

3.

Keep spare keys on you in case you lock yourself out of the car

Discharge violent/dangerous pt or plan for safe way to make visits
i.

Police/security escort

ii.

Mobile Crises unit

iii.

Does patient need to make provider office visits or is hospital readmission necessary

Hazard Tracking
i.

Reports from local police

ii.

News reports

Collaboration efforts
i.

t.

1.

Working with local authorities
1.

In training efforts

2.

Notify of nurses visiting in area

Protection of Personal Property
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u.

i.

Leave valuables at home—only carrying what needed

ii.

Place valuables (wallet, lunch money, etc.) in trunk PRIOR to arriving to visit

i.

Wearing clothing/ID that easily identifies who you are (i.e. nursing uniform

ii.

Always wear clothing conducive to escaping

Attire

iii.
v.

1.

Comfortable clothing

2.

Shoes that allow to run if necessary

Breakaway lanyards if wear ID around neck

Anti-Stalking
i.

Not listing full name on ID—this may be a state requirement and may require advocacy on worker’s behalf for
safety reasons

w.

x.

ii.

Agency owned vehicle is safer than personal vehicle

iii.

Never make a call to pt/client from personal phone

iv.

If being followed, DO NOT GO HOME; instead, go to police station, fire station, large populated area, etc.

Optimizing Time
i.

Daytime visits less risky/evening visits more risky, try to minimize evening/night visits

ii.

Planning ahead to optimize utilization of time

If in danger
i.

Leave immediately, terminate the visit, shortened visit

ii.

Call supervisor or police, whichever most appropriate first, then always notify supervisor after incident

iii.

Avoid visits during crisis (tension/arguments/violence)

iv.

If on an elevator and someone suspicious gets on, get off ASAP

v.

“Safety codes” can be implemented to alert coworkers, office staff, and family indicating need for assistance
(i.e. call supervisor and say “Susan should take the medicine”) (Anderson, 2008)

y.

Personal Traits
i.

Alertness
1.

To the dangers that exist

2.

To your surroundings

ii.

Assertiveness

iii.

Confidence

iv.

Trust your intuition
1.

IV.

If it doesn’t feel right, don’t go forward

Training
a.
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Types of Trainings Recommended
i.

De-escalation
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ii.

iii.

Self-Defense
1.

Martial arts

2.

Law enforcement level skill training

Recognizing unsafe situations/identifying warning signs
1.

Including characteristics of aggressive pts/family/friends

iv.

How to handle combative pts

v.

Recognizing drugs and paraphernalia

vi.

Strategies on preventing, responding to, recognizing signs, & the consequences of workplace violence, sexual
harassment, & stalking

vii.

Assertiveness/Communication skills
1.

viii.

b.

V.

Cultural awareness

Defining boundaries

ix.

General overview mental illness

x.

Reporting processes/policies
1.

Important to emphasize reporting NOT in violation of HIPAA

2.

How to receive follow up care

xi.

Agency Workplace Violence/sexual harassment policies and protocols including definitions

xii.

Characteristics of hazardous households/environments

xiii.

Gang/Gang Violence

xiv.

Supervisors should be trained in effective supervision

Training timing
i.

Annually

ii.

Periodically/In-services

iii.

On orientation, important to train PRIOR to beginning home visits)

iv.

Consider adding training to certification process

c.

Training should be specific to risks

d.

Training should be more consistent across agencies

e.

Training not only to homecare worker but also support staff AND students

f.

Didactic and situation-based/simulation trainings through role play, group case review, or field training with preceptor

Organizational Barriers, Issues, Policies
a.
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Prevention interventions/policies should be
i.

Clear

ii.

Required (mandated)

iii.

Consistent

iv.

Formal (written)

WORKPLACE VIOLENCE PREVENTION IN HOMECARE
v.

Regularly reviewed/evaluated

vi.

Have employee input/involvement

vii.

Have management/leadership commitment

viii.

Transparent/Easily accessible

ix.
b.
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Tailored to homecare and organization

Safety committee
i.

Workplace Violence program evaluation

ii.

Creates policy

iii.

Coordinates trainings

iv.

Record keeping of reports

v.

Risk assessments

vi.

Include field workers/direct care workers, security advisor, leadership, and social work/behavioral health

c.

Consider creating/utilizing tip sheets or manuals for workers

d.

Rapid response system in crisis (Workplace Violence incident)

e.

Zero tolerance
i.

Unwavering commitment to encouraging reporting including reinforcement of this message (signs, during
trainings, etc.)

ii.

View of Workplace Violence should be seen as wrong and NOT part of the job

iii.

Legal action against perpetrators

iv.

Safety contracts signed by client/pt prior to initiation of services, including full disclosure of Workplace
Violence policy & understanding that services will be terminated if violate policies
1.

v.

Worker safety is agency responsibility & worker safety should be priority as much as pt safety
1.

f.

g.

h.

Violators will have decreased inhibition to behave poorly if feel little to no consequence

Historical perception of prioritizing customer satisfaction over employee safety

Sufficient follow up and support post incident
i.

Staff should be supported fully

ii.

Smaller agencies can partner with larger agencies for employee assistance programs

Homecare workers should not be penalized for leaving when fear of danger present
i.

Must notify supervisor and any other appropriate agencies (police, EMS, PCP, etc.) and family

ii.

Non-punitive culture

Agency collaboration to communicate and assess risks
i.

Referring agencies such as hospitals and primary care should perform initial risk assessments and communicate
to homecare agency

ii.
i.

Agency must be able to decline if significant risks exists

Should have clear definitions of WV for workers
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j.

k.

Effective supervision and support is key in worker safety
i.

Empathy

ii.

Staff monitoring

iii.

Shared information

iv.

Coaching

v.

Supportive (can be difficult to monitor and measure)

vi.

Formal training for supervision

vii.

Review cases in advance to mitigate risks

Funding for Workplace Violence
i.

l.

Advocacy for safety coverage under insurance

Ultimately systems level approach needed including federal, state, local law enforcement and municipalities, healthcare
system (accreditation bodies, hospital systems, insurance companies, etc.), community members
i.

m.

VI.

Training could be integrated into state licensure programs

Standardization of
i.

Language and definitions

ii.

Policies, regulations, and recommendations

Reporting
a.

b.

Reporting Formats
i.

Incident reporting

ii.

Administrative reporting

iii.

Timing of report

iv.

Report reviewers

v.

Follow up on report

vi.

Action plan development

vii.

Policy on reporting & to address underreporting

Barriers to Reporting
i.

Feelings of doesn’t make a difference
1.

Worker not taken seriously or seen as incompetent

2.

Preference of customer satisfaction or profit over employee safety

ii.

Lack of promotion to report

iii.

View on severity of incident can deter reporting
1.

Downplay incident/severity

2.

May feel verbal not reportable

iv.

Culture—part of the job

v.

Fear of being perceived as incompetent or that it is the fault of the worker
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VII.

vi.

Fear of retaliation

vii.

Fear of penalty or loyalty to client/patient

viii.

Unclear/unknown reporting process

ix.

Cumbersome process

x.

Employment insecurity—may fear loss of job

xi.

Can view violence as
1.

A part of patient disease process and therefore normalize the behavior

2.

Intent and not behavior itself (if feel not intentional to cause harm, may be reluctant to report)

94

Risk Assessment
a.

Current evidence states no one formal risk assessment better than other but some form should be utilized

b.

Specific risk assessments mentioned
i.

VIF

ii.

Western Health Risk Assessment Screening Tool (WHRAST)—left visitors feeling too many unknowns left to
feel safe

c.

iii.

Home Visit Risk Scale (HVRS)

iv.

Workplace Violence Safety Climate Scale (WVSC)

v.

Personal Safety Decision Scale (PSDS)

vi.

Aggression Toward Others Assessment Scale

vii.

Broset Violence Checklist

Performing an environmental scan
i.

Prior to visit, get to know the neighborhood and identify safe zones (nearby police stations, gas stations, other
residences, etc.)

ii.

At start of visit, visually scan home (i.e. where are the exits? visible weapons?)

iii.

Prior to exiting vehicle

iv.

Organizations should have record or resource of environmental scans (city, county, etc.) that can pull up for
guidance

d.

All referrals should be screened prior to initiation of services
i.

ii.
e.

Referring agency should do own initial assessment
1.

Hospital can perform as a part of discharge planning

2.

Should be done formally on a form (in writing)

Risk assessment is ongoing, must convey importance of notifying superior with advent of new risk

Crime monitoring
i.

Gang activity task force reports

ii.

Community crime maps

iii.

National sex offender sites
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iv.
VIII.

Local police can send emails of crime in the area, can call with increases in activity, can call in daily reports

Consequences of Workplace Violence
a.

Decreased quality of care/missed care
i.

Leave out important information when teaching

ii.

Shortened visits

iii.

Clinical errors including medication

iv.

Poor patient outcomes

v.

ER visits

vi.

Readmissions

b.

Compassion fatigue

c.

Burnout

d.

Physical injury

e.

Decreased job satisfaction

f.

Increased turnover/decreased retention

g.

Decreased organizational commitment/morale

h.

Redlining of communities

i.

Paid leave

j.

Absenteeism

k.

Injury claims/worker’s comp

l.

Mental Health Impact

m.

i.

Anxiety

ii.

Trauma/PTSD

iii.

Depression

iv.

Helplessness/powerlessness

v.

Social impacts

vi.

Suicide/Suicidal Ideations

vii.

Fatigue

viii.

Insomnia

ix.

Psychosomatic manifestations

x.

Decreased concentration

xi.

Guilt

xii.

Fears (incompetence, of repeat violence)

Organization reputation at stake (employment & referrals)
i.

n.

Issues with recruitment

Leaving profession altogether
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i.

Workforce shortages

o. Ethical Dilemmas
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Figure 2
Rating Tool with Full List of Categories and Elements

Category
Category 1: Types of
Workplace Violence
Element 1: Type 1
Element 2: Type 2
Element 3: Type 3
Element 4: Type 4

Relevance to Toolkit
Focus?
Not
Relevant
Relevant
☐
☐
☐
☐
☐
☐

☐
☐
☐
☐

Not
Important
☐
☐
☐
☐
☐

Importance to include in toolkit?
Somewhat
Moderately
Important
Important
☐
☐
☐
☐
☐
☐

☐
☐
☐
☐

Very
Important
☐

Comments or
Suggestions

☐
☐
☐
☐

Organization of Categories & Elements in Toolkit
Category
Elements
1. Types of
Type 1; Type 2; Type 3; Type 4
Workplace
Violence
2. Examples of
Physical Violence; Psychological Aggression; Verbal Aggression, Bullying or Incivility;
Workplace
Threats; Written or Electronic Forms of Aggression; Sexual Misconduct and Sexual Violence;
Violence and
Theft or Robbery; Vandalism; Animal Attack, Aggression, or Intimidation; Intentional
Aggression
Exposure to Bodily Fluid; Racism or Racial Bias; Secondary Trauma: Witnessing Abuse or
Harm of Patient or Someone Else in the Home or Community; Stalking; Inappropriate
Behaviors; Homicide or Suicide
3. Risk Factors for Violence Perpetrated by the Patient/Client, Family, or Someone Living in or Visiting the
Violence
Home; Animals; Isolated and Unsupervised Work Setting; Job or Experience Related Factors;
Racism; Technical Difficulties or Equipment Failure; Lack of Workplace Violence Policy or
Program; Worker Personal Characteristics; Driving
4. Consequences
Decreased Quality of Care; Redlining of Communities; Worker Satisfaction; Worker Health;
of Workplace
Organizational Reputation at Stake; Ethical Dilemmas
Violence
5. Safety
Creating Boundaries in Homecare Relationships; All Organizations Should Establish a
Measures and
Workplace Violence Prevention Program; Safety Committees; Employee Monitoring;
Interventions
Technology; Translation Lines; Personal Escorts or Buddy Systems; Anti-Stalking; Animals;
Tracking Hazardous Occurrences or Conditions in Local Neighborhoods; Collaboration
Efforts; Staff Diversity; Personal Traits as Safety Buffers
6. Recommended
Training topics addressing risks with patients, family, or others in the home directly;
Training and
Addressing Risks in the home environment itself; Addressing risks in the environment;
Education
Addressing the risks within the organizational environment
7. Organizational
Workplace violence and violence prevention could improve with standardization of;
and Policy
Prevention interventions and policies should; Workplace violence prevention program
Recommendations considerations should include; Organizational Support; Effective Supervision; Policy on
leaving a dangerous situation; Safety Committees; Risk Assessment; Zero Tolerance
8.Reporting
Reporting Processes; Barriers to Reporting
9.Home Visiting
Pre-Visit; On the Way to the Visit; Initial Visits; Subsequent Visits; Post Visit
101
10.Resources
Bullying; Sexual Misconduct and Violence; Stalking; Risk Assessment Tools
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Table 1
Frequency of Workplace Violence Training

>Annually

Annual

Once

None

Nurses

-

6

4

3

Officers

3

2

-

1
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Table 2
Perception of Organization Commitment to Worker Safety

Very

Somewhat

Not very

Not at all

Unsure

Nurse
(n=13)

4

4

2

3

0

Officer
(n=6)

2

3

1

0

0

Total
(N=19)

6

7

3

3

0
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Table 3
Personal Experiences of Workplace Violence
Incidents of Workplace Violence
Worker in the Home

“I had a family member verbally yell and verbally assert
himself on me and my staff. I have had family members make
lewd and racial comments to be low key aggressive.”
“Agitated psych patient - left the clients home immediately.”
“I reported to another members home to find an animal
(aggressive dog) uncaged and proceeded to have the member
cage the animal for safety. I notified my supervisor after the
assessment...”
“A co-worker was late visiting a home-care patient, by the time
she showed up the police were there. They found a letter stating
his plan was he was going to kill her and then himself. He got
tired of waiting and shot himself.”

Worker in the
Community

Worker to Worker

“Staff were driving in a company car. A man flagged them
down. Thinking he just had a question they pulled over to him.
He then pulls out a gun and demands they unlock the doors. He
then gets in the back seat, holding them at gun point. He makes
them drive him to a location where he jumps out and leaves.
They drove straight to the police afterwards. This could have
ended so much worse.”
“My charge nurse of the opposite sex grabbed me by my hair
and kissed me. I did not report it.”
“A manager made racially motivated jokes about my hair. A
doctor asked if I could ‘twerk’ when I got braids. I didn't report
these because of the risk of retaliation.”

Intimate Partner
Violence at the
Worksite

“Staff was having [domestic violence] issues with their partner.
Staff was relocated to another site & photos of the partner were
given to security.”
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Table 4
Workplace Violence Resources Known to Employees
Unknown/
None

Written
Materials

Online
Resources

Inservice/
Training

Leadership
Support

Other

Nurses

7

2

2

1

0

3

Officers

4

0

2

1

1

1

